
REIMBURSEMENT REQUEST FORM
FLEXIBLE BENEFITS PLAN

1)    All claims must be received by Employee Benefits Management, LLC NO LATER THAN 5:00 p.m. ON THE 8th and 23rd IN ORDER FOR  
        THEM TO BE PROCESSED ON THE 1st and 16th.  If the 8th or the 23rd falls over a weekend, claims forms are due on Friday   
        (by 5:00p.m.).  Dates are subject to change around Holidays and short months.
        If the total claim amount is less than $10, the claim will be carried forward and paid on the next check when the total   
        reimbursement exceeds $10.

2)     Retain a copy of this form and all documentation for your records.                                                        (Please Check One)
3)     Mail your claims to Employee Benefits Management, LLC, 8740 Landmark Road, Richmond, Virginia 23228       PRIOR PLAN YEAR 
        or FAX them to (804) 515-8910.  If you have any questions, please call (804) 515-8900.                                   CURRENT PLAN YEAR
4)     Please see the reverse side of this form for guidelines on filing a claim for reimbursment. 

Employee's Name:                                                                                           SSN:

Employer's Name:    Jefferson Science Associates, LLC

Employee's Address:

Is This a New Address?        NO        YES                             E-Mail Address:

Healthcare Spending Claims
Date Person for

Expense Name of Service Whom Expense
Incurred Provider *Expense Description Incurred Net Amount

*Deductible, Copay, Medical, Dental, Vision, Prescription Drugs, etc. TOTAL

Dependent Care Expense Claims
Name of Period Covered Name and Taxpayer Identification Number Amount

Dependent(s) From           To of Provider of Service Incurred

TOTAL

Dependent Care Provider Signature: ________________________________________

I request payment for the above services.  I certify the accuracy of the above information and that these claims are for the persons covered under this
plan.  I am not entitled to reimbursement from any other source, and these expenses were incurred during the current plan year.  I have not been
reimbursed by EBM or any other source.  I understand that I am responsible for refunding EBM any money that has been reimbursed to  
me for ineligible expenses and/or for any services that I have been reimbursed that incurred after I ceased to be a participant in the     
plan.  Any money that needs to be refunded must be received by EBM within two weeks of notification that the money is due.
I also understand that if I do not refund this money, I will be responsible for any fees associated with the collection of these funds.  
Falsification of information on claims is against federal law and could result in legal liability.

Employee's Signature: Date:
Revised 12/10/04

EMPLOYEE BENEFITS MANAGEMENT, LLC



Healthcare Expenses

Eligible expenses must meet the following guidelines:

     *  The expenses must be incurred by you, your spouse or your dependents.

     *  The expenses must be incurred after the effective date of your flexible spending account and during the plan year.
         If your employment terminates or you cease making contributions to your flexible spending account,
        expenses must be incurred before the date you ceased to participate in the flexible spending account plan.

     *  The expenses cannot be eligible for reimbursement from any other source, including any health and/or dental insurance plans. 
        You may submit a statement from your provider or your Explanation of Benefits from your insurance company showing insurance payments.

     *  Attach itemized bills showing the date of service, a description of the service, total charges and how much insurance paid, 
         if applicable.  We cannot accept credit/debit card receipts or cancelled checks as proof that a service has been incurred.

     *  When claiming Orthodontia you MUST provide a copy of your orthodontic contract reflecting the payment plan.  This can be obtained from 
        MOST dental office's.  We must reimburse you exactly as your orthodontic contract is written.

     *  We cannot accept cash register receipts for prescriptions.  All documentation for prescriptions MUST have the patient's name, 
        the prescription number and the date filled.  Please note: There are several prescriptions that can be used for cosmetic purposes.  
        We cannot reimburse for these unless a doctor's note is on file stating that it is a medical necessity.

     *  Over the counter drugs receipts.  MUST be cash register receipt with the name of the item printed on the receipt, 
         OR cash register receipt with the printed UPC code and a copy of the container that the drug was in showing 
         the same UPC code as printed on the receipt.

Dependent Care Expenses

Eligible dependent care expenses must meet the following guidelines:

     *  The care must be for a child under age 13 or a physically or mentally disabled child, spouse or dependent parent who
        is incapable of self-care.

     *  You must be working while your dependents receive care.  If you are married, your spouse must also work, be a
        full-time student at least 5 months a year or be incapable of self-care and unable to provide for his/her own care.

     *  Eligible expenses include charges by (1) daycare centers, (2) nursery schools or (3) individuals who provide care for
        your dependents.  The individuals providing care cannot be a dependent or your child under age 19.

     *  The expenses must be incurred after the effective date of your flexible spending account and during the plan year.  If
        your employment terminates or you cease making contributions to your flexible spending account, expenses
        must be incurred before the date you ceased to participate in the flexible spending account plan.

     *  You cannot file for reimbursement for expenses that have already been reimbursed from another source.

     *  We cannot reimburse for services that have not yet been incurred.
        
     *   Activity fees, late payment fees, and meals are not allowable expenses.
        
     *   All Dependent Care receipts MUST include the providers name, federal identification number,  the weeks of service,
         and the amount charged.        
        
     *   With the dependent care account you can only receive reimbursement for the money that has been contributed at that time.


